
J O H N  T FERREIRA 
INSURANCE @ 

SINCE 1919 

August 1,2003 

Risk Management Coordinator 
Nassau County BOCC 
220 Nassau Place 
Yulee, FL 32097 

Re: Insurance Policy Renewal Group Accident 
Company: The Hartford Insurance Company 
Policy Number: 090175043M 
Policy Term: 07/01/03 to 0911 5/03 

Dear Mr. Eason: 

We are pleased to enclose your renewal policy for the Jr. Lifeguard program. 

We have compared the policy to the application to make sure the coverage and limits are as 
ordered. Please take a few minutes to verify that the coverage and limits are accurate. It is 
important that you contact us immediately if any changes are necessary. This will help assure 
adequate protection in the case of a loss. 

Thank you for choosing John T. Ferreira Ins., Inc. for your Group Accident insurance coverage. 
We appreciate your business and look forward to assisting you with your insurance needs. 

Please do not hesitate to contact us if you have any questions or concerns. 

Sincerely, 

@ Sue Me gy, AAI 
Account Manager 

Enc. 
REC,71\b/~a 

.I i -2 

?ILK kIGT. OFFICE 



Application to SECURITY INS. COMPANY OF HARTFORD*, Hartford, Connecticut for 
ACCIDENT INSURANCE. 

APPLICANT: Nassau County Board of County Commissioners POLICY #: 090- 175-043M 

ADDRESS: PO Box 1010 
Fernandina Beach FL 32034- 

DATE POLICY TO BECOME EFFECTIVE 07/01/2003 TERMINATE 091 1512003 

COVERAGE A - SPORTS 
I understand that all participants must be insured for all sports. 

PRIMARY [ ] ATHLETIC ACTIVITY 
EXCESS [ ]  

Medical Maximum: First $0.00 Deductible: $0.00 
of incurred expense and the amount paid by other insurance 

Death Benefit: $0.00 

Rate per Participant $0.00 x Number of Participants 0 = $0.00 

COVERAGE B - OTHER GROUPS 
I understand that all participants of the policyholder must be insured. 

PRIMARY [XI TYPE OF ACTIVITY Camp - Day 
EXCESS [ I  

Medical Maximum: First $5,000.00 Deductible: $0.00 
of incurred expense and the amount paid by other insurance 

Dental Max: $500.00 
Death Benefit: $5,000.00 

Rate per Participant $200.00 x Number of Participants 1 = $200.00 
+ 50.00 Adm~riistrative Fee 

This Policy will become effective on the date requested if the appropriate premium has been received. 
It is agreed that any claim form, if presented, will certify that the claimant was actually injured while 
playing or practicing in activities~as a member of the policyholder. 

A 

Dated & t / this day of l ? L 7 d b 3  

Signature df Policyholder Signature on File I 

Accepted by (Agent's Signature and Address) 



Security Insurance Conlpany 
o l  Hartlord 

9 Farm Springs Road 
Fnrnlington, CT 06032 

It is understood and agreed that the Policy to which this Rider is attached includes the 
following! 

In the event of any payments for benefits provided to You under the Policy, we will be 
subrogated to all rights of recovery you have against any person or organization. This 
right is to the extent of such payments to You. You will execute and deliver such 
instruments and papers as may be required. You must do whatever else is necessary to 
secure such rights to us. Any such right of subrogation or reimbursement provided to us 
under the Policy will not apply or will be limited to the extent that: 1) the Florida Statutes 
eliminate or restrict coverage; or 2) the courts of Florida eliminate or restrict such rights. 
Further, we shall have no right of subrogation or indemnification against any person or 
organization. We will not require that You execute or deliver any instruments or papers 
in order to protect or secure subrogation or recovery rights to us. 

This Rider is effective with the Policy to which it is attached. It is subject to all the 
definitions, conditions and provisions of the Policy except as provided in this Rider. 

Secretary Chairman 

Countersigned by 
Licensed Resident Agent 

Page 4 of 1 



Orion Speadty 
orbnGY/Jid 

Secur i ty  Ioruramac Comp8.y 
of Hartford 

9 Farm Spriogr Road 
Farmiagtoa, CT 06032 

U C R  D E F I N I T I O N  R I D E R  

When the terms: 

1. Usual; 
2. Customary; 
3. Reasonable; 

are used in the Policy to describe expense, it will be considered to mean the 75th 
percentile of "MEDICAL DATA RESEARCH" UCR, payment system. The version of 
the system in effect at policy issue will be used. 

This Rider is effective concurrently with the Policy to which it is attached. It is subject to 
all the definitions, conditions and provisions of the Policy except as provided in this 
Rider. 

Secretary Chairman 

Countersigned by 
Licensed Resident Agent 



PAYMENT 01; CLAIM: Death benefits wil l be paid to the beneficiary. I f no 
beneficiary i s  named, death benefits wi l l  be paid to the Insured's estate. 

Al l  other inden~nities wil l be paid to the Insured. I f  the Insured is a minor or not 
competent to receive payment, we wil l pay the benefits to the Insured's parent or 
guardian. Any indemnities not paid at the Insured's death may be paid as we choose to 
the Insured's beneficiary or estate. Any payment made by us in good faith, pursuant to 
this provision, wil l fully discharge us to the extent of such payment. 

All or a portion o f  the indemnities provided by this Policy as a result o f  medical, surgical, 
dental, hospital or nursing service may be paid directly to the hospital or person rendering 
the service, unless there is written direction from: (I) thc Insured; (2) the legal or natural 
guardian o f  the Insured, if the Insured is a minor or incompetent to make such a direction. 
I t  is not required that services be rendered by a particular hospital or person. It i s  our 
option to niake direct payments unless requested othewise in writing, no later than the 
time o f  filing proof o f  loss. 

PHYSICAL EXAMINATION: We, at our own expense, have the right to have an 
Insured examined. We can do tliis as oRen as reasonably necessary while a claim i s  
pending. 

I,EGAI, ACTION: A legal action niay be brought to recover on this policy within 60 
days after written proof o f  loss has been given as required. No such action may be 
brought after the expiration of the applicable statute o f  liniitation from the time writtcri 
proof o f  loss was required to be b' J~ven. 

CHANGE OF DENEFICIARY: The right to change o f  beneficiary is reserved to the 
Insured. The consent o f  the beneficiary or beneficiaries will not be required to change a 
beneficiary. 

CONFORMI'TY WITH STATE STATUTES: If, on the Effective Date, any provision 
o f  tliis contract is in conflict with the laws of the state in which the Insured resides on (hat 
date, i t  wil l be considered to conform to the minimum requirenients o f  those laws. 

ADDI7'1ONA1, PROVISIONS 
t 

-. ........................... . ......... - ......... .. . . . ......... .................... . ..... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . - . . . . . . . . . 

IIOOKS AND IIECO RDS. All books arid records of the Policyholder containing 
information about this insurance wil l be open to cxani~nation by us during the tern1 and 
within one year aner the termination o f  this Policy t 

N07'ICI< 01; 1 'E1,EIIIION I- N [ I  M [IEIt -1'0 present inqir~rics or obtain informalion 
al~oirr coveragc'undcr this policy and to provide asslsrancc in resolving con~plaints, tlic 
li)lIo\virig ~CICI)IIOIIC 11~11nl)er car1 IIC used (630) 778- 1900 i 



2. If tlie true facts liad been known to us pursuant to a policy requirement or other 
requirement, we in good faith would not have: 

a. issued the policy; 
6. would not haye issued i t  at the same premium rate; 
c. would not have issued a policy in as large an amount; or 
d. would not have provided coverage with respect to the hazard resulting in the 

loss. 

NOTICE O F  CLAIM: Written notice o f  claim must be given within 20 days after i t  

starts or as soon as possible. The notice can be given to us at our Home Of ice in 
Farmington, Connecticut, or to our Agent. Notice should include the Insured's name and 
policy number. 

CLAIM FORMS AND PROOF 01; LOSS: When we receive a notice o f  claim. we will 
send a claim form for filing proof of loss. If the claim form is not sent within fifteen 
days, the proof o f  loss requirement wil l be met by giving us a written statement of what 
happened. For a continuing loss, written proof o f  loss must be given to us within ninety 
days after the end o f  each period for whicli we are liable. For any other loss, written 
proof must be given within ninety days of such loss. If i t  was not reasonably possible to 
give written proof in the t i ~ i i e  rcquired. we wil l  not reduce or deny the claim for this 
reason; however, proof must be filed as soon as reasonably possible. In any event, the 
proof required must be given no later than one year from the time specified, unless the 
claimant did not have legal capacity 

TIME O F  PAYMENT O F  CLAIMS: We are required to service your claim within 45 
days after we get proper written proof o f  loss. 

I T  we cannot service all or pan of your claim within this 45-day period, we will write you 
and your assignees, i f  any, and explain the reason(s) for the delay. If our claim 
servicing is delayed because we need niore information, we are required to service the 
claim within 60 days aner we get the additional irlformation 

I T  a claim payment is due and not paid within 120 days after we get the proper written 
proor o f  loss, we must add irlterest to our claim payment We will compute the intcrest 
using a simple interest rate o f  10"/0 pcr year Tliis interest will be paid from the 120'" day 
until [lie date of paymerit 

For the purpo s o f  this provisron, tllc "date o f  oayrncnt" wil l bc the date tliat our clainv 
clieck. or 0th valid paymcnr irisrrun~crit. i s  placcd irito a properly addressed postpaid 
erivclope and laced in thc Uriited Statcs mail I f  thc clainl payment i s  not mailed, tllcrl T 
rlic "datc o f  paynicnt" will bc tllc datc o f  dclivcry o f  tlic clainl paynlcnt. 

i 

A1400 12-0 FI. ( 5 1 0 8 )  



9. Use o f  electric, biomechanical devices. 

10. Non-prescription drugs. 

I I. Injuries for which an Insured i s  entitled to be reimbursed by other valid insurance or 
health agreements. This includes, but is not limited to: group health policies; individual 
health policies; other self-hnded health plans; 80% of CHAMPUS or 75% o f  

CI-IAMPVA benefits which would be paid, if this plan did not exist. 

EFFECTIVE DATE AND T E R M I N A T I O N  DATE O F  T I I IS  POLICY 

This Policy begins and ends at 12:Ol A.M. Standard Time at the address o f  the 
Policyholder. The effective and termination dates are shown in the Application. 

........................................................................................................................................ - . - . - ................................................................................... 

E L I G I B I L I T Y  
................................................................................................................................................................................................................................... 

Al l  persons who are members of the Policyholder are eligible if a member o f  the 
Policyholder's covered program, as shown in the Application. 

. . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . .  ... 

INSURANCE I 'ERMINATION 
.....-........................................... ............................................................................................................................................................... 

The insurance for any lnsured will end on the earliest of: 

1 .  The date the Policy i s  terminated; 

2. The date the lnsured ceases to be a member o f  the Policyholder 

GENERAL PROVISIONS 
. - ................................ -- .. ........... 

ENTIRE CONTRACT CIiANGES: This Policy, a copy of  the Policyholder's 
Application, and any attachments, i s  the entire contract. I t  may not b6 changed unless 
approved by two o f  our omcers Tlleir approval must be shown in this contract. No 
agent may change or waive any o f  this contract's provisions. 

Any staternent or description made by you or on your behalr in an application for this 
for this pollcy. i s  a representation arid i s  riot a warranty. A' 

concealnle~it o f  fact. or incorrect staterlierlt rllay preverlt 
i f  any o f  t l ie  lhllowirlg apply. 

I The tii~srepreseritatlon, onllsslori, coricealmell~, or statenlerit 1s liaudillcnr or IS, 

nlaterlal eltller to [ l i e  acceptance ol'the rlsk or to [ t ie llazard assi~nied by 11s 



.................................................................................................................................. ..( .......................................................................................... 

A C C I D E N T  M E D I C A L  E X P E N S E  I N S U R A N C E  

If. the Insured receives treatment by a medical or dental practitioner, because o f  an 
accident, we wil l pay reasonable and necessary expenses: 

1. for medical care or service at a hospital; or 

2. for any other covered medical care or service, not rendered by a member o f  the 
Insured's immediate family. 

Treatment by a legally licensed medical or dental practitioner operating within the scope 
o f  hidher license must start within 60 days from the date o f  the accident. Expense must 
be incurred within 52 weeks from the date o f  the accident. We will pay for reasonable 
and necessary expense. Benefits for any one accident will not exceed the aggregate 
maximum shown on the application. No payment wil l be made until the deductible has 
been met. This coverage only applies i f  the premium is paid. 

- ----- 

E X C L U S I O N S  
......................................................................................................................................................................................................................... 

Tllis Policy docs not cover: 

I. Suicide or a suicide attempt while sane; or self-destruction or an attempt to self- 
destroy while insane. 

2. Riding in a vehicle or device for aerial navigation, except as a passenger in a 
scheduled aircrafl used for the transportation o f  passengers. 

3 .  Declared or undeclared war. 

4. Expense covered by 

1 .  Worker's Compensation; 

2. any Occupational Disease Law 

5 .  I-lernia, in any form 

6 Sicknc ,s or disease, In any forrn 

J 
I 

7 Fighti I ,  unless as an Innoccnt victim 

i 
8 Experlse ~ncurrcd for the use o f  on l~ot~cs ilrlless used exclus~vcly to promoto 

I 

Ileal ing 



................................................................................................................................................. _ .................................................................... 
C O V E R A G E  
................................................................................................................................................................................................................................... 

We will pay for loss resulting from an Insured's accident, if i t  occurs while: 

(I) PARTICIPATING in an activity or sport as a member of the Policyholder. 
Participation must be (1) in a regularly scheduled and approved activity, practice session 
or game of the Policyholder named in the Application; (11) under the supervision Of 
proper adult authority of the Policyholder; or 

(2) TRAVELING directly to or from the above with other members under the 
supervision of the proper adult authority of the Policyholder; 

A C C I D E N T A L  D E A T l i  B E N E F I T  
.................................................................................................................................................................................................................................. 

We will pay for accidental loss of life which occurs as the result of a covered accident. 
Loss must occur within one hundred (100) days after the date of the accident. The 
benefit is the amount of the "Accidental Death Benefit" shown on the Application. 

........................................................... , .............................................................................................................................................................. 

A C C I D E N T A L  D I S M E M B E R M E N T  B E N E F I T  
..................... ..................................... .........--..-.-.---... 

We will pay the dismemberment benefit shown in the Application for accidental loss 
which occurs as the result of a covered accident. Loss must occur within one hundred 
( 1  00) days after the date of accident, as follows: 

. . . . . . . . . . . . . . . . . . . . . . . . . . . .  Loss of Both Hands.. 
Loss of the Entire Sight of Both Eyes.. . . . . . . .  

Loss of One Hand and one Foot.. . . . . . . . . . . . . . .  

Loss of One Hand and the Sight of one Eye. 
Loss of One Foot and the Sight of one Eye.. . 

. . . . . . . . . . . . . . . .  Loss of One Arm or One Leg.. 
. . . . . . . . . . . . . .  Loss of One Idand or One Foot. 

. . . . . .  Loss of the Entire Sight of One Eye.. 

Dismemberment Schedule . . . . . . . . . . . . . .  

Dismemberment Schedule . . . . . . . . . . . . . .  

Dismemberment Schedule . . . . . . . . . . . . .  

Dismemberment Schedule . . . . . . . . . . . .  

Dismembermen! Schedule . . . . . . . . . . . . .  

50% of Dismemberment Schedule . . . .  

. . .  .- of Dismemberment Schedule 
. . 50% of Dismemberment Schedule 

"Loss" as above used (A) with reference to hand or foot rneans the actual and complete 
severance through or above the wrist or ankle joint; (13) with reference to eye, means 
irrecoverable loss of the entire sight thereof. Benefits provlded under this provision will 

more than one of the above losses, the grcatest, sustained by a n y  on? 
of a n y  one accident 



Hospital: 
an institution recognized as such by t l~e  state in which it is located. It must be primarily 
and continuously engaged in providing or operating, either on its premises or in facilities 
available to it  on a prearranged basis, medical, diagnostic and major surgical facilities. 
These facilities must provide medical care and treatment of sick or injured persons: (1) on 
an in-patient basis; (2) under the supervision of a physician. Twenty-four hour nursing 
service by or under the supervision of registered nurses must be provided. Facilities not 
meeting this definition include: rest home; cxtended care facility; convalescent nursing 
home; home for the aged; units of hospitals which provide custodial care. 

Other Valid and Collectible Insurance or Plan: 
coverage subject to regulations by insurance law or by insurance authorities of this or any 
other state of the United States or any province of Canada and provided by: 

I .  Organizations; 

2. 1-Iospital or medical service organizations; 

3 .  Group insurance; 

4 .  Airtori~obilc medical paymcnc i nsurancc, 

5. Union welfarc plans; 

6. Employerlemployee benefit organizations; 

7. HMO (Health Maintenance organization); 

8. PPO (Preferred Provider organization); 

This Policy will not cover expense payable under the Insured's HMO or PPO. We will 
pay benefits in excess of coverage provided by the Insured's HMO or PPO. If the' 
Insured chooses not to use an authorized medical vendor (under HMO or PPO), we will 
pay expense incurred that we would have honored. had they used tlw proper medical 
vendor 

Unless tlie application indicates primary coverage. this Policy will pay in excess to other 
valid and collectible insurance or plan If  the Insured i s  insured under any other valid and 

or plan which is also excess to other coverage, we will pay a1 
(50%) of tlic bcrlefits otllcnvisc payable 

tlie properly on wl~~ch  tllc Insurcd dwcl Is 



T H I S  IS  A  B L A N K E T  N O N - R E N E W A B L E  A C C I D E N T A L  DEATH 
A N D  A C C I D E N T A L  B O D I L Y  I N J U R Y  POLICY.  IT IS ISSUED 

T O  T H E  P O L I C Y H O L D E R  N A M E D  IN T H E  A P P L I C A T I O N .  

PLEASE DIRECT QUESTIONS REGARDING THIS INSURANCE TO: 

We promise to insure all eligible persons for the benefits described in this Policy 

Signed for the Security lnsurance Company o f  Hartford in Farmington, Connecticut on 
the effective date. 

Secretary 
/ r 

Chairman 

Countersigned by 

D E F I N I T I O N S  

When we use these words we mean 

We, Us, Our: 
the Security Insurance Company o f  l-lartford 

Insured: 
1 

any member o f  ttie Policyholder, except as otherwise provided 

Accident: 
an unexpected. sudden and definable event, which i s  the direct cause or a bodily injury. 

any illness, prior injury or congen~tal predisposition. I 

Member. 
coacl~, stafT 

l'olicyliolder 
the individual scliool or organizar~orl at wl i~cl i  r l le  Insured Person is erirolled 



NASSAU COUNTY 
RISK MANAGEMENT COORDINATOR 
220 Nassau Place 
Yulee, FL 32097-3679 
(904) 321-5925 (904) 32 1-5784 FAX 

Susan Abels 
Director, Records Management 

Re: 2003 Life Guard Insurance Policy 

Please place the enclosed insurance policy in records storage. 

Risk Management Coordinator 


